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Current reports? describe the increasing incidence of re- 
sistance among many pathogenic strains of microorganisms 


to some of the antibiotics commonly in use. Because this 


phenomenon is often less marked following administration 


of CHLOROMYCETIN (chloramphenicol, Parke-Davis), 
this notably effective, broad spectrum antibiotic is fre- 


quently effective where other antibiotics fail. 


hloromycetin 





Coliform bacilli—100 strains 
up to 43% resistant to other antibiotics; 
2% resistant to CHLOROMYCETIN.! 


Staphylococcus aureus—500 strains 
up to 73% resistant to other antibiotics; 


2.4% resistant to CHLOROMYCETIN2 


CHLOROMYCETINis a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its admin- 
istration, it should not be used indiscriminately or for minor 
infections. Furthermore, as with certain other drugs, adequate 
blood studies should be made when the patient requires pro- 


longed or intermittent therapy. 
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Editorials mmm 


The Value of Medical Licensure 


The State Board of Medical Examiners 
was created by the legislature for the pur- 
pose of maintaining certain basic standard 
requirements of those who indulge the priv- 
ilege of presiding over the health welfare 
f the people. A part of this duty involves 
he examining of candidates for licensure 
and a continuous subscription to the idea 
that certain basic requirements should be 
maintained. It is not easy to obtain a license 
o practice medicine. Only certain individu- 
ils are able to qualify. 

The value of a license to practice medicine 
s directly related to the standard of re- 
quirements which must be met. All candi- 
lates must be qualified according to these 
standards, whether they seek license by 
examination in Oklahoma or wish to come 
to Oklahoma by reciprocity. A part of the 
value of the license is reflected in the willing- 
ness of other states to accept Oklahoma li- 
censes on the basis of reciprocity. The value 
of medical training and license is also a 
reflection of the unselfish interest of physi- 
cians who have been and are willing to give 
time to these activities. A part of the heri- 
tage of all physicians is the responsibility 
to pass along to younger men a part of that 
which has been given to them. 

From a purely monetary point of view it 
is conservatively estimated that the value 
of a license to practice medicine in this state 
is worth about $500,000. If the candidate’s 
age is less than 35 years, the value is great- 
er. If he is an old man, the value is less. 
The interest of health welfare of the people 
is best sustained by maintaining a rela- 
tive high value of the licensure. It is reason- 
able to assume that every physician should 
take some interest in this matter and, when 
called upon, or voluntarily, when the oc- 
casion arises, each physician should be 
ready to plow back into his profession some- 
thing of that which has come to him because 
of those who have gone before, and passed 
along the wisdom of experience. 
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Most readers of the Journal have been 
familiar with the fact that the Editor 
of the Journal, the late Lewis J. Moor- 
man, M.D., had during the past 15 years 
for the most part, borne the responsibil- 
ity of its editorial columns. 


As a result of Doctor Moorman’s re- 
cent illness and death, the contributors 
to the Editorial section of this month’s 
Journal are Cliriton Gallaher, M.D., 
Shawnee, Secretary of the Board of 
Medical Examiners; Rev. Jack E. Sand- 
ers, Alva; and Ben H. Nicholson, M.D., 
Oklahoma City, member of the Editorial 
Board. 











Oklahoma City Clinical Society 
To Meet October 25, 26, 27, 28 


This is addressed to those who are new in 
this part of the southwest, and to those old 
ones who forget or who are buried in the rut 
of imagined indispensability. To the others, 
this fall conference is part of their plan of 
professional progress. 

The Art of Medicine, 80 per cent of which 
is letting nature get the patient well, most 
of us do fairly well. Only occasionally do we 
thwart her. The Science of Medicine is begot 
by antiquity and yesterday, grows in the 
experimental laboratory, is tested by men in 
clinical research and is finally appraised by 
men of the caliber of those who are invited 
to lecture to the Clinical Society. 

The whole purpose of the Clinical Society 
is to put this appraisal, good or bad, into the 
hands and minds of men and women who are 
in the field looking after people who are sick 
or who think they are. This has been done 
well for 23 years. From the announced pro- 
gram, the twenty-fourth conference will be no 
exception. The Oklahoma Academy of Gen- 
eral Practice accepts this clinical conference 
and its members will receive credit for the 
actual hours in attendance toward the 50 
hours of formal post graduate study required 
every three years. 





When the Bottom Drops Out 


The courage of people who are beset by 
tragedy is truly amazing. They are, how- 
ever, not often articulate in expressing the 
source of that courage and strength. 


Since it is the physician’s task to give coun- 
sel when catastrophe comes, the Editorial 
Board takes pleasure in reprinting, in part, 
a sermon by Reverend Jack E. Sanders of 
Alva about his own source of spiritual 
strength on discovering his only son to be 
mongoloid: 


When hopes crumble into shambles and 
dearest dreams become terrifying night- 
mares, can the heart and soul of a man sur- 
vive? We have found our Christian Faith 
genuinely tried by little circumstances of 
life. What, then, is the power of that Faith 
when the bottom drops out? 


Answers to these questions do not come 
from theory. But as gold by fire is refined, 
so come our certain conclusions from the hot 
heat of the suffering soul. 


More than 100 years ago a young man 
named George Matheson entered Glasgow 
University. He had a keen mind. His hopes 
were high. Soon he and his fiancee would be 
married. He dreamed of the future. Then 
the bottom dropped out! He became totally 
blind. Because of his misfortune he was re- 
jected by his fiancee. His world crumbled 
at his feet. Seemingly it was enough to de- 
feat any soul. But this soul had the power 
of the Christian Faith. 


In spite of his blindness he graduated from 
the university at 19, and entered the min- 
istry of the Church of Scotland. He became 
one of the greatest preachers of all Scotland, 
and to this day his devotional books stil! 
lend inspiration to troubled hearts. 


In this life we must be aware of one 
truth. It is this: Human tragedy is the com- 
mon possession of us all. Most every heart 
has its secret cloister where dark and for- 
bidding memories are kept. For adversity is 
no respector of persons, and in a split second 
of time misfortune can change an entire life. 
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Our eyes need but look with the speed of 
a camera shutter at the world about us, and 
this truth is forever pictured in our minds. 
Select any newspaper you wish, and you can’t 
turn a page without some human calamity 
tumbling out. A mother sobs beside a hos- 
pital bed because fireworks have blasted 
away the sight of her son. Parents, their 
faces distorted by grief, pace a muddy creek 
bank as firemen drag for the body of a child 
that has drowned. A mother of four chil- 
dren has an incurable cancer. A promising 
athlete has a leg amputated. Polio has 
stricken three members of the same family. 
Christmas is celebrated in July for a five 
year old because he won’t be alive in Decem- 
ber. One after another these heart breaking 
catastrophies shatter man’s fondest hopes, 
and day-by-day souls are wrung out until 
they are limp. 


Of course we cannot accept this picture as 
just another snap-shot; for with troubling 
intensity comes the hurt soul’s quest: “Why 
this suffering? Why must man’s heart be 
broken constantly by the accidents of the 
world? Why was the world so created? Why 
must tragedy come to me and mine? Why? 
Why? Why? 


I shall never forget my father’s response 
when he learned that our baby could never 
have a normal life. He placed his arm about 
my shoulders saying, “Son, why you and 
Pauline?’ The only answer I could give was 
this: “Because we are human, Dad, and be- 
ing human we live in a world of accidents.” 


I am aware that for centuries there has 
been the idea in Christian thought that 
human tragedy is the direct result of God’s 
Will. This is seemingly a popular conception 
in our generation. A misfortune occurs, and 
immediately some will say, “It is God’s Will. 
God is bringing this disaster that thorugh it 
He might work a greater good.”” This makes 
God directly responsible for every calamity 
that comes to the human family. 


We do not and cannot accept this concep- 
tion of human tragedy. Rather we believe 
that our Father in Heaven is grieved by our 
misfortune and stands ever with us to give 
spiritual strength and courage for our dark- 
est hour. Human tragedy and suffering are 
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not God’s Will. But in spite of such human 
adversity God’s will is yet to be done by us 
with what remains of us. 


In life, as in any battle, we must at times 
withdraw; count our losses, regroup the re- 
maining resources, and with determination 
once again set out to win. 


Whether human tragedy will spell out our 
defeat or prove to be the beginning of our 
victory depends on how we respond to the 
tragedy. When life’s calamities strike us 
down and their haunting memories return 
again and again, we can respond in one of 
two ways: We can follow the ill advice of 
Job’s wife, in which event we will “Curse 
God and die;” or with the Psalmist we can 

lift our eyes to the hills” asking “from 
whence cometh my help?” Then with cer- 
tainty declare: “My help comes from the 
Lord who made heaven and earth.” 


The one response will mean life ripped and 
torn, battered and ruined by the storm waves 
of this life. The other response means a life 
founded on a solid rock in the midst of the 
angry waves like a lighthouse standing erect 
as a lone sentinel to give rays of everlasting 
hope to our fellows tossed on troubled 
waters. 


As you well know, tragedy has recently 
come to our home, and like a rude, uninvited 
guest has insisted that he remain. With the 
birth of our first son our joy broke forth as 
the morning and our hope was bright as the 
sun at noonday. But within six weeks our 
joy turned to bitter sorrow, and our bright 
hopes were subdued by the blackest night 
we've ever seen. For we received the news 
that our boy had not developed mentally. 
The bottom dropped out! The stars of heav- 
en seemed to crash to earth. 


It was so dark. Seemingly no light ex- 
isted. Then those reassuring rays began 
shining through. We discovered that our 
spiritual resources are much the same as the 
stars of the universe. They are always shin- 
ing, but we don’t see them clearly until it’s 
dark. 


We learned that true value does not exist 
in what we see and touch, but it exists in 
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that which we can neither see nor feel. Real 
value is found in friendship, loyalty, concern, 
sympathy, the ever present thoughts and 
prayers of others, hearts sensitive to an- 
other’s grief, and love that finds its com- 
pleteness in humble service. We have learned 
the importance of people. We have felt the 
steadfastnses of the Christian faith. 


We want you to feel free to speak to us 
about our son. And never do we want you 
to feel that you must cease talking about 
him just because we enter the room. For you 
see we are not loosers altogether. We know 
the thrilling joy of having a son. The emo- 
tion of telling others he is born—handing 
out cigars—receiving gifts and congratula- 
tions—having friends say, “How’s the boy?” 
and feeling the swelling pride as we answer, 
“He’s the finest boy ever born.” Only the 
loss of memory could ever rob us of this rich 
experience. 


For 10 years, one month and one day our 
married life was smooth. Then came our 
first real catastrophe. During the time of 
our smooth sailing we talked about the Lord: 
“The Lord is my shepherd . . . He makes me 
lie down in green pastures ... He leads me 
beside still waters . . . He leads me in the 
paths of righteousness.” But when our world 
crashed in on top of us, we no longer talked 
about the Lord; we talked to Him: “Even 
though I walk through the valley of the 
shadow of death I will fear no evil for Thou 
art with me. Thy rod and Thy staff they 
comfort me. Thou preparest a table before 
me ... Thou anointest my head with oil.” 
When the bottom really drops out, nothing 
short of talking to God will meet the need. 


As we have talked with God we have not 
asked that our load be lightened; only that 
we might have strength and courage to carry 
it nobly. We asked that we might not whimp- 
er, but that with a voice of certainty proclaim 
what strength and power belong to us hu- 
man beings who trust in God. 


When hopes crumble into shambles and 
dearest dreams become terrifying night- 
mares, the heart and soul of man can survive, 
because God’s Spirit makes him strong 
enough to live now and for eternity. 





Scientific Artic es 


Pulmonary Function in the 


TREATMENT of TUBERCULOSIS 


This paper will review some important 
ways in which knowledge of respiratory 
physiology can affect decisions in treating 
pulmonary tuberculosis. I will not attempt 
to compare the effectiveness of the various 
procedures except with relation to pulmona- 
ry function. 


Since the present mortality rate of both 
thoracoplasty and resection is so favorable, 
the criterion of a successful procedure can 
no longer be solely the survival of the pa- 
tient and the control of the disease. One 
must also include the maximal preservation 
of cardio-respiratory ability to protect re- 
serves for possible unpredictable future in- 
sults. The method of choice must combine 
the best chance of cure, the minimal risk to 
the individual, and the least damage to the 
cardio-respiratory system. The choice of 
treatment is further complicated because the 
safer method may not be so promising as to 
cure. The surgical team, therefore, must in- 
terpret the physiologic evidence according to 
its experience with the particular methods 
at hand. 


The estimate of operative risk is com- 
monly based entirely on clinical judgment, a 
method we all use but find hard to define. 
This method includes the appearance of the 
patient, roentgenographic appearance of the 
chest, ease of breating, symmetry or asym- 
metry of breathing, tolerance of exercise, 
and development of cyanosis. Although many 
patients undergo successful surgery with no 
more evaluation than this, unexpected respir- 
atory difficulties are sometimes encountered 
in patients so appraised. If one believes sur- 
gery to be of value in treating tuberculos- 
is, one commonly sees borderline patients 


242 


JOHN H. SCHAEFFER, M.D. 


THE AUTHOR 


John H. Schaeffer, M.D. is associated with the 
Shawnee Indian Sanatorium in Shawnee, Okla. 


who fit the requirements for surgical treat- 
ment but who must be rejected because they 
seem to be excessive operative risks. Since 
the danger is increased in these patients 
with apparently poor respiratory reserve, 
the surgical team must know as much as 
possible about the preoperative state to ex- 
tend the benefits of surgery as widely as 
possible and yet avoid an excessive mortali- 
ty rate and a number of respiratory crip- 
ples. One can measure the many physiologic 
processes whereby gas is exchanged between 
the atmosphere and the pulmonary blood and 
whereby the blood is transported to the tis- 
sues. Although these methods are essential to 
research, not all are desirable for practical 
preoperative evaluation. 


The vital capacity is the most common 
measurement of pulmonary function but is 
the least reliable, since it ignores the time 
necessary to deliver the capacity. I have 
seen several patients with vital capacity of 
four liters or more who were dyspneic on 
the slightest exertion. They had obstructive 
emphysema and required many seconds to 
deliver those four liters. While these are ex- 
treme examples, tuberculosis often produces 
bronchial deformity and other damage with 
prolongation of expiration; as a result, the 
vital capacity is completely misleading and 
falsely encouraging. 

The timed vital capacity is a definite 
improvement over the simple vital capacity. 
The machine records the output in one, two 
and three seconds as well as the total. The 
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normal person can deliver 75 per cent of his 
total vital capacity in the first second and 
more than 95 per cent in three seconds. The 
time is prolonged in the presence of either 
localized trapping or diffuse obstructive 
emphysema. Comparison of the amount de- 
livered in the first second with the normal 
for one second correlates fairly well with 
the maximum breathing capacity. 


In the test for maximum breathing ca- 
pacity, the amount of air expired in 15 or 20 
seconds with maximal effort is measured and 
the amount per minute computed. Since this 
test demands extreme effort, the patient’s 
fatigue and his desire to make a good show- 
ing influence the result. Since both ease of 
fatigue and will to succeed are important in 
the immediate postoperative period, I believe 
the M.B.C. to be a little more useful than 
the preceding tests. Since it measures a large 
number of breaths, it is also more accurate 
than the measurement of a single breath. 


The M.B.C. varies according to the size, 
age, and sex of the individual and must be 
compared with predicted standards or with 
the normal ventilatory requirement of the 
individual. This comparison is usually made 
with the amount of air the patient exhales 
while walking two miles an hour over a 
measured course. This activity is comparable 
to that necessary for normal daily living. 
The walking ventilation may be divided by 
the M.B.C. to give the percentage of maximal 
effort necessary to sustain the body during 
normal activity, the so called surgical index. 
If this figure is between .10 and .20, the 
patient is considered a good surgical risk; if 
between .20 and .30, a fair risk; and more 
than .30, a poor risk. Naturally this rating 
must be interpreted in view of the extent 
of the intended surgery. As a rule patients 
exceeding .33 will complain of dyspnea dur- 
ing the exertion. 


The fluoroscope is of great use as a 
“screening tool”, when fluoroscopy is per- 
formed by a person who has had repeated op- 
portunities to check his judgments against 
accurate measurements. In functional fluor- 
oscopy, particular attention is given to the 
degree to which the lungs can be filled and 
emptied, the speed of filling and particularly 
of emptying one part of the lungs compared 
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with the rest. Movement of the ribs and dia- 
phragm are to be noted, and synchrony or 
lack of synchrony between them observed, 
particularly in patients with old phrenic pa- 
ralysis and partially regained function. As is 
well known, women generally have much less 
diaphragmatic motion than men. It is 
therefore important to fluoroscope women 
in the lateral position to determine the 
amount of sternal motion and anterior-pos- 
terior expansion. Shifting of the mediastin- 
um and cardiac silhouette is very important 
as it indicates trapping of air or unilateral 
partial bronchial obstruction. Films taken at 
the extreme of inspiration and expiration are 
of value in that they permit a more leisure- 
ly examination than fluoroscopy. 


If one desires accurate knowledge of the 
degree to which each lung participated in 
respiration, he may measure it by broncho- 
spirometry. A double lumened tube is insert- 
ed into the main bronchus and is placed so 
that a side opening connects the second lu- 
men with the opposite bronchus. The two 
tubes are then connected to twin spirome- 
ters, and the respiration of each lung is 
measured separately. The sum of the two 
vital capacities so obtained should closely 
approximate the vital capacity previously 
measured. The percentage contributed by 
each lung for M.B.C. type respiration may 
then be measured and the oxygen consump- 
tion determined. In fact, although fluorosco- 
py gives some information about the bellows 
function of each lung, and angiograms sug- 
gest how much blood flows through the pul- 
monary arteries, only bronchospirometry can 
reliably measure the extent to which each 
lung performs in oxygen uptake. 


The timed vital capacity, M.B.C., walking 
ventilation, and bronchospirometry with 
measurement of the oxygen uptake are quite 
useful in evaluating patients for major sur- 
gery. Measurement of arterial and alveolar 
gases are rarely of value. The role of cardiac 
catheterization in patients with pulmonary 
disease has not been established. In my lim- 
ited observation of catheterization studies, 
they have been of no practical value. 


The effect of pneumoperitoneum on pul- 
monary function is very slight. In some em- 
physematous patients it permits improved al- 
veolar mixing and increased oxygen uptake 
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by reducing the residual air. It seldom has 
marked effect on the vital capacity or the 
M.B.C., although both may be slightly re- 
duced. I see no reason to remove the pneu- 
moperitoneum before conducting function 
tests preparatory to major surgery. 


Therapeutic pneumothorax also has a min- 
imal effect on pulmonary function, although 
the unpredictable occurrence of pleural 
thickening may cause great loss of function. 
Preliminary function studies may be of val- 
ue in preventing the complication of the un- 
expandable lobe. Bronchial stenosis accen- 
tuated by the distortion of pneumothorax is 
the usual cause of this complication. Stenosis 
may be detected by bronchoscopy if it is 
within the line of vision in the larger bron- 
chi. However, diffuse trapping is usually 
present within the segment or lobe and is 
visible by careful fluoroscopy during 
M.B.C. type of breathing. 


Phrenic crush, I believe, should be prima- 
rily of historical interest. It is an effective 
method of destroying about 30 to 40 per 
cent of the function of a lung. However, it is 
rarely if ever temporary or completely re- 
versible. I have never seen a patient so treat- 
ed who did not have some permanent weak- 
ness detectable by fluoroscopy. While this 
weakness is not important if the procedure 
helps to achieve a permanent cure, it is a 
great handicap to the patient who must later 
undergo major surgery. In addition to de- 
creasing the function of the lung, the 
diaphragmatic dysfunction interferes great- 
ly with the cough reflex and thereby en- 
hances the possibility of such complications 
as atelectasis, pneumonitis, and the spread 
of tuberculosis in the immediate postopera- 
tive period. I consider it particularly deplor- 
able to paralyze the least involved side in 
order to clear it and allow surgery on the 
opposite side. This sort of treatment some- 
times reduces the function of the better lung 
so much that surgery at the site of major 
involvement is very hazardous or impossible. 
Although I have no statistical evidence, I 
believe that the amount of residual damage 
is likely to be increased when pneumoperi- 
toneum and phrenic crush are used together. 


Decortication is a problem in which func- 
tion studies are of little diagnostic value. 
Although the studies provide evidence for the 
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loss of function and the need for surgery, 
they are of no value in predicting the 
amount of function that may be regained by 
removing the thick inelastic shell encasing 
the lung. Much more accurate prediction 
may be made from careful review of films 
taken since the onset of the disease. The 
presence of a large amount of tissue which 
has never been diseased appears to give the 
best prognosis. Widespread disease in the 
past, even though it may have disappeared 
at the time of surgery, suggests that little 
improvement will be gained. The length of 
time the lung has been collapsed or encased 
has little correlation with the amount of 
function which may be regained. 


Classical thoracoplasty removes the sup- 
port of the thoracic cage. Without this sup- 
port a normal lung will hinder proper chest 
wall motion to some extent. This hindrance 
to chest wall motion is made more severe 
when the lung has been made abnormally 
resistant to distention and collapse by bron- 
chial stenosis, extensive fibrosis or a thick 
pleural membrane. This accentuated paradox- 
ical chest wall motion is a serious problem 
which may occur in the immediate post- 
operative period. If one knows before opera- 
tion that the lung is abnormally resistant to 
distention he is warned that the area must 
be kept small if a soft chest wall must be 
created. Resection of the anterior ribs should 
be done with caution since this area has no 
support after the ribs are removed. Loss of 
function six to 12 months after conventional 
thoracoplasty is negligible, provided the op- 
eration is confined to the diseased area and 
severe scoliosis is prevented. A 10 to 15 per 
cent loss of function is to be anticipated. 
The large amount of function remaining un- 
der a six-rib thoracoplasty is striking. The 
reasons are several, most important being 
that most of the motion comes from the 
lower chest wall and the diaphragm. Since 
the major source of motion remains intact, 
the breathing capacity may be unaltered, al- 
though the residual volume of the lung may 
be moderately reduced and the vital capacity 
also decreased. Since diaphragmatic motion 


causes much of the function of the lung un- 
der a thoracoplasty, one should be doubly 
cautious in the patient with a partially paral- 
yzed diaphragm. 
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The advantages of the extraperiosteal 
plombage thoracoplasty over the conven- 
tional type are obvious. This procedure pre- 
serves the stability and thus alleviates para- 
doxical motion. It can be better localized 
and confined to the diseased area than the 
classical type. Severe scoliosis may be mini- 
mized. There is also the therapeutic consid- 
eration, that it gets maximal collapse im- 
mediately. 

With uncomplicated resection, the thorac- 
ic cage is not injured and can soon regain 
its preoperative motion. The amount of dys- 
function is related solely to the amount of 
healthy tissue removed. One can often find 
no functional loss after wedge or segmental 
resection or after removal of a contracted 
lobe. When more than a lobe is removed, 
the remaining tissue may be so distended 
is it fills the space that it exerts sufficient 
pull to decrease the size of the thorax. As 
the excessive expansion distorts the balance 
of power between the muscular chest wall 
ind the elastic lung, the vital capacity and 
perhaps the M.B.C. will be further reduc- 
ed. On physiologic grounds one cannot say 
whether or not a space-correcting procedure 
should be used. Tailoring thoracoplasty has 
in my experience usually caused an addition- 
al slight drop in function. The possibility 
that a space will persist is not a physiologic 
consideration. Whether or not prolonged dis- 
tention produces obstructive emphysema is 
a question that needs further observation. 
Many patients with contracted upper lobes 
filling practically no space show no signs of 
true obstructive emphysema, even after 
many years. A final point often raised in 
favor of space-correcting procedures is also 
debatable — that the over-distended lung 
may have decreased ability to control re- 
maining tuberculosis. 

On physiologic grounds there is little to 
choose between the plombage thoracoplasty 
and resection. The loss of function from 
thoracoplasty comes from compression of 
functioning tissue, further impairment of 
diaphragmatic motion and the development 
of scoliosis. With resection it is sometimes 
possible to conserve more lung, but there is 
always the possibility of one’s being forced 
for technical reasons to remove excessive 
tissue. Additional loss of function may be 
caused by lung leak with delayed expansion, 
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infection, pleural reaction, and hemothorax 
with subsequent restriction of motion. The 
possibility of these complications of resec- 
tion make the plombage thoracoplasty the 
safer procedure for patients who are poor or 
fair surgical risks but who have a moderate 
amount of function in the operative side. 

The practical approach to functional eval- 
uation of the tuberculous patient starts with 
a detailed history and careful physical ex- 
amination. Before any type of collapse or 
relaxation therapy is considered, function 
fluoroscopy should be performed. When con- 
sidering a patient for major surgery, review 
of all films is then done, giving attention 
to the extent of disease at the time of maxi- 
mal involvement. Particular attention should 
be paid to the appearance of the other 
lung, and to other abnormalities such as 
phrenic paralysis, pneumothorax, and pleur- 
al effusion, all of which may limit function 
more than is apparent on the present film. 
Fluoroscopy is then performed and an esti- 
mate of the function of each lung made. 

If the review of films shows a clear or 
minimally involved contralateral lung and 
fluoroscopy shows most of the function to 
be on that side, further tests are not neces- 
sary. If both lungs are involved, but most of 
the function appears to be on the good side, 
timed vital capacity or M.B.C. is necessary. 
If moderate or severe reduction of total 
function is demonstrated and the operative 
side has any function, then bronchospirom- 
etry must be done. If the distribution of dis- 
ease is such that major surgery offers the 
best chance of cure, I believe a patient should 
not be rejected without this amount of 
study. 


Summary 


Many patients can undergo surgery with- 
out detailed functional studies. To extend 
the benefits of surgery to as many patients 
as is safely possible, it is necessary to have 
accurate methods for measuring the function 
of the lungs. The more limited a patient’s 
respiratory reserve, the more important it is 
to know the type and extent of the limita- 
tion. 

Pulmonary function studies are valuable 
adjuncts in assessing all patients who need 
thoracic surgery; they are essential in bor- 
derline cases. 





Full Term Abdominal Pregnancy 


With DELIVERY 


This paper proposes to review a case of 
abdominal pregnancy in which a living baby 
was successfully delivered and to review 
some of the signs and symptoms that may 
aid in diagnosing the condition. 


The records of abdominal pregnancies are 
constantly growing. Although the condition 
seems gradually to becoming less of a medi- 
cal curiosity, it is still something that is dif- 
ficult to diagnose before surgery but must 
be kept in mind when surgery is elected. 


Symptoms associated with abdominal preg- 
nancies are: 


(1) There is a Hofstatter-Cullen-Hillen- 
dall’s sign caused by the bottled-in intra- 
abdominally extra-vasated blood through the 
lymphatics into the neighborhood of the na- 
vel (blue navel) and its absorption into the 
abdominal skin. 


(2) In many abdominal pregnancies the 
abdomen is so tender and rigid that instruc- 
tive palpation of the fetus is precluded. 


(3) Changes in the cervix are, in 
the first eight to 10 weeks, the same as 
those in normal pregnancy. However, as a 
rule, the cervix begins to rise during the 
third month and is pushed forward. The axis 
of the uterus is not greatly changed. The 
inflammatory process begins in the tube; 
and after rupture or tubal abortion, the cul- 
de-sac fills with blood and as a result forces 
the cervix forward. Meanwhile, the growing 
products of conception tend to draw the cer- 
vix upward. The picture is not like the one 
when a pelvic abscess fills the cul-de-sac and 
displaces the cervix forward. When there is 
a pelvic abscess, the inflammatory process 
usually begins in the connective tissue in 
the base of one or both broad ligaments and 
“anchors” the uterus at its initial level. 


(4) Nausea and vomiting are not exag- 
gerated but are much more constant and 
persistent than in normal pregnancy. 
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Case Report 

Mrs. A. C., a 31-year-old small white wom- 
an of apparently normal weight was seen for 
the first time about three and one-half weeks 
from term on Feb. 19, 1951. She had had one 
normal pregnancy and delivered six years 
previously. Her health had always’ been 
good. 


She said that when she was about three 
months along in the current pregnancy she 
was hospitalized because of bleeding and 
cramping. Bleeding and pains had been in- 
termittent throughout the pregnancy. For 
the five weeks before I first saw her, she had 
been in bed most of the time because of 
weakness and severe pain in the abdomen and 
back. A marked edema of both lower limbs 
was present despite a low salt diet. She 
complained of considerable loss of weight 
vomiting, and an inability to eat for the 
past several weeks. She was quite constipat- 
ed and took milk of magnesia with fair re- 
sults. One week before admission, she was 
given a blood transfusion and a roentgeno- 
gram was taken. The roentgenogram reveal- 
ed a normal-appearing fetus in transverse 
position with the head on the left. She was 
quite pallid and dyspneic and apparently had 
severe pain in the back. Her pulse was 120 
at rest; blood pressure was 125-75; heart 
sounds were normal. Moist rales were heard 
in the bases of both lungs. Her abdomen was 
extremely distended, tense and tender, and 
the skin was shiny from stretching. Large 
veins could be seen through the skin on both 
sides of the abdomen. It was impossible to 
feel any fetal parts or elicit any fetal heart 
tones. The fundus measured 34 cm. in height 
and 31 cm. in width. External pelvic meas- 
urement was within normal limits. Both 
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lower extremities were edematous to the 
groin. The upper half of the body appeared 
emaciated. 


The patient was hospitalized immediately 
to permit the membranes to be punctured 
through the cervix. After the report on her 
roentgenogram was received, it was decided 
to remove the fluid through the abdominal 
wall. I hoped to avoid inducing labor and to 
be able to convert the position of the baby 
to a cephalic position. A spinal puncture 
needle was inserted in the midline just be- 
low the umbilicus, a 6000 cc. of fluid which 
was very dark with old blood (question of 
being a vein) was drawn off. 


Unusual movements of the needle first 
indicated the presence of a live baby. They 
resulted when the baby touched the needle in 
moving. After the fluid was withdrawn, the 
fetal heart tones were easily heard. The rate 
was 140 a minute. The patient was able to 
breathe more easily but still complained of 
pain in her back. The edema of her lower 
extremities did not subside during the night 
as expected from relieving the pressure of 
polyhydramnios. 


Her Hbg. was 55 per cent; and the RBC 
3,100,000, WBC 13,100. The urine showed a 
trace of albumin and numerous white and 
red blood cells. 


The day after admission she was fairly 
comfortable and an attempt was made to 
change the position of the baby. During that 
night the patient began having what was 
apparently hard labor except there were no 
contractions. There was a moderate amount 
of bright vaginal bleeding. At 5:00 a.m. the 
nurse phoned that the patient was in hard 
labor but she was unable to feel the cervix 
by rectal examination. The patient passed 
a piece of tissue the size of the palm. It 
resembled placental tissue. Upon rectal ex- 
amination, nothing could be felt except a 
“doughy” mass. After a sterile prep, a va- 
ginal examination was done. The cervix 
could still not be found until a vaginal spec- 
ulum was inserted. It was found compress- 
ed under the pubis on the left and not di- 
lated. The mass below the cervix felt like 
irregular placental tissue. The baby was 
moved to the transverse position, with its 
head on the other side. The change of posi- 
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tion was verified by roentgenogram. Since 
normal labor seemed impossible, cesar- 
ean section was advised. 

The patient was given two transfusions 
of whole blood before surgery, one during 
surgery, and five afterwards. 

At laparotomy it was difficult to separ- 
ate the rectus muscle from its posterior 
sheath. It was also very difficult to separate 
peritoneum from what was thought to be 
the uterus. The membranes could be, and 
were, mistaken for a thinned-out uterine 
muscle wal! because they were of similar 
color, very vascular, and non-transparent. 
As an attempt was made to separate the blad- 
der from the lower uterine surface, the 
membranes were punctured, and approxi- 
mately two more quarts of very dark fluid 
were aspirated. The membranes were quick- 
ly incised up the midline, and the baby was 
delivered. The baby appeared discolored and 
almost macerated. The umbilical cord was 
so friable that it was difficult to clamp. 
The baby, a female, weighed 5 lbs. 3 oz. Her 
heart beat was normal. Dr. Roy Donaghe, 
pediatrician, who was standing by, took 
over the care of the baby. After the patient 
had been resuscitated and a _ considerable 
amount of bloody fluid had been aspirated 
from the stomach, respiraton became es- 
tablished. The membranes were thick enough 
to be an overstretched uterine wall, but there 
were no large vessels and remarkably little 
bleeding. Not until after the baby was de- 
livered did we discover that the pregnancy 
was extrauterine. On exploration, the uterus 
was found to be small and flattened against 
the left anterior pubic ramus and abdominal 
wall. The placenta was attached to the left 
and posterior walls of the pelvis. From the 
upper portion of the amniotic sac, a quart 
basin full of old clots was removed. The 
free peritoneal cavity was never entered. 
When I made a quick attempt to separate 
the placenta, blood virtually floated my hand 
from the cavity. The area was quickly packed 
with four strips of folded gauze, 4 inches 
wide by one yard long. The ends of these 
strips were brought out through the incision. 
The membranes were sutured with chromic, 
and the abdominal layers closed in the usual 
manner. 

The patient had a rather stormy postop- 
erative course; she suffered distention, vom- 
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iting, pain in the back and legs, and weak- 
nesses. The distention was controlled by 
Prostigmin. Dramamine seemed to be of 
much value in controlling the vomiting. The 
patient required a great deal of Demerol 
and Morphine. The fifth postoperative day, 
I started pulling the gauze packs out a few 
inches each day until at the end of the six 
days they were completely removed. There 
was profuse sero-sauguinous drainage after 
the packs were removed, and the sinus had to 
be reopened almost daily to prevent prema- 
ture closure. 

The patient was released from the hospital 
four weeks after delivery. She was able to 
walk with some difficulty and still complain- 
ed of pain in the back and legs. The incision 
was healed and the amniotic and placental 
mass extended well above the umbilicus. The 
patient had a normal menstruation three and 
a half weeks after delivery and has menstru- 
ated regularly since. Her breasts never be- 
came engorged, and there was never any lac- 
tation. 

The baby, who also had a rather stormy 
course, lost considerable weight at first and 
vomited a great deal. At this writing she 
is well nourished and apparently normal. 


The mother has been examined periodical- 
ly since her release from the hospital. Her 
pains gradually subsided, and her strength 
has returned to normal. The placenta grad- 
ually decreased in size for about two years, 
but has remained the same size for the past 
year. It is firm and non-tender, but it does 
not give the impression of becoming calci- 
fied. Vaginally the mass is the size of an 
average orange and bulges into the pelvis, 
but the uterus and cervix are steadily as- 


suming their normal positions. The patient 
feels fine, has no symptoms referable to the 
placenta, and does not consider having it 
removed. 


Discussion 


The loss of fetuses and the high inci- 
dence of congenital anomalies (whether due 
to ovum defects or subsequent developmental 
pressure factors) are noteworthy in abdom- 
inal pregnancies. The fetal loss runs as high 
as 76.5 per cent in extrauterine pregnancies 
of more than five months’ gestation: if a 
living, viable baby is obtained, his chances 
for survival of eight days or more are rated 
as only 44.3 to 57.1 per cent. The percentage 
of reported deformities, moreover, ranges 
from 10 to 46 per cent. The maternal mortali- 
ty in recent years has been reduced to about 
15 per cent from a previous 35 per cent. 


Summary 


(1) A case of abdominal pregnancy in 
which treatment resulted in a living mother 
and baby has been presented. 

(2) Both mother and child are apparently 
well and healthy to this date. 

(3) The case presented some unusual find- 
ings which the author hopes will prove bene- 
ficial in subsequent cases of this type. 
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Clinical Aspects of 


ENDOMETRIOSIS 


Despite the fact that endometriosis has 
become a well-established, no longer com- 
pletely mysterious clinical and pathological 
entity, it still remains one of the most dif- 
ficult diagnostic problems confronting the 
gynecologist. It would seem, from the clear- 
lv-defined textbook descriptions of the clini- 
cal symptomatology and from the standard 
illustrations of the typical lesions of this 
disease, that a high degree of diagnostic ac- 
curacy should now prevail. However, this is 
not the case. There is a large gap between 
the signs and symptoms and the microscopic 
and gross pathology of this disorder even 
many times when the disease is already far 
advanced. Increasing experience has shown 
that endometriosis, like syphilis, is a great 
masquerader and cleverly contrives to con- 
ceal its identity in many ways. 

During the three years from January, 
1950, to January, 1953, a study was made of 
102 cases of histologically proved endomet- 
riosis treated at St. John’s Hospital in Tulsa. 
In addition, there were larger numbers of 
suspected endometriosis which were treated 
medically and still others diagnosed as endo- 
metriosis at the time of surgery but not sub- 
stantiated by histologic evidence. In this 
study of endometriosis we excluded all of 
those which could not be established by com- 
plete histologic proof. 


Incidence 


Table I shows the breakdown of our 102 
cases of established endometriosis according 
to age incidence. The age incidence ranged 
from 20 to 62 years. The average age at the 
time of operation was 35 years. These fig- 
ures serve only to emphasize the tragedy of 
the frequency of endometriosis in young 
women. The youngest patient, age 20, was 
operated on for severe dysmenorrhea and 
the presence of an ovarian cyst. The oldest 
patient was 62 years of age, and presented 
the symptoms of vaginal spotting for three 
months. This patient had undergone a previ- 
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ous fundectomy. During a diagnostic curet- 
tage, feces were noted on the curet. A lapa- 
rotomy revealed the sigmoid to be densely 
adherent to the cervical stump. It was 
through this area of the sigmoid that acci- 
dental perforation had occurred. The patho- 
logical report revealed endometriosis of the 
ovary and broad ligament. Endometriosis in 
the adhesions between the cervix and sig- 
moid could not, however, be proved histolo- 
gically. 
TABLE I 
AGE INCIDENCE 

Age group 

20-30 


Previous Surgery 
Table II shows the types of previous sur- 
gery encountered in our series. Sixteen had 
had appendectomies and fourteen had ad- 
nexal surgery. These two procedures account- 
ed for 86 per cent of the surgery performed 
previous to the present admissions. The pos- 
sibility must be borne in mind that some of 
the previous abdominal surgery was for an 
earlier, perhaps unrecognized, manifestation 
of the same endometriosis which later again 

brought the patient to surgery. 


TABLE I] 
PREVIOUS SURGERY 
Type 
Appendectomy __-- 
Adnexal Surgery 
Cesarean Section 
Hysterectomy —_- 
Suspension 





Associated Pathology 


The association of endometriosis with oth- 
er pathology has been frequently noted in 
previous reports, ' 7. In our series 33 per- 
cent of the patients had fibromyomas; uter- 
ine retrodisplacement occurred in 23 per 
cent. These two pathological conditions have 
often been enumerated as possible factors in 
the etiology of endometriosis. Forty-four per 
cent had other associated pathology. 


Symptoms 
The symptoms appearing in this series 
were similar in many respects to those re- 
ported in the literature ' * * *. See Table 
III. 


TABLE III 
SYMPTOMATOLOGY 

Symptom 

Low abdominal pain 

Dysmenorrhea 

Metrorrhagia 

Menorrhagia 

Pelvic pressure 9.8 

Backache 7.8 

Dyspareunia 6.8 

Vaginal discharge 4.9 
3.9 
2.9 


Low abdominal pains and pressure, dys- 
menorrhea and metrorrhagia were the pre- 
dominant symptons. Dysmenorrhea was 
present, however, in only 27.4 per cent of 
the cases. The absence of dysmenorrhea in 
a significant number of cases of endometrio- 
sis has been noted in previous investi- 
gations*®. In contradistinction to previous 
reports, dyspareunia and backache occurred 
relatively infrequently in our series. Four 
instances of fever occurred in this survey. 
The importance of this finding has been elab- 
orated on by Forman‘. 


It is interesting to note that three patients 
in our study presented no symptoms. One, 
a 23-year-old white nullipara, was found to 
have large ovarian cysts on routine examina- 
tion. Both cysts proved, histologically, to be 
endometriomas. The second patient was a 
39-year-old multipara who noted only slight 
irregularity of the menses. She had a histo- 
ry of previous adnexal surgery. Endometrio- 
sis of the ovary associated with a large fi- 
bromyoma uteri was proved histologically. 


250 


The third case, a 44-year-old primipara, was 
found to have a mass in the cul-de-sac on 
routine examination. At surgery, endome- 
trial implants in the cul-de-sac were recog- 
nized in addition to fibromyoma uteri and an 
endometrial polyp. 


In one of the patients of this series, the 
symptoms were so indicative of an acute 
abdominal crisis that the diagnosis of a rup- 
tured ectopic pregnancy was entertained. At 
laparotomy, free intra-abdominal hemor- 
rhage with clot was present, arising from 
near the fimbriated end of the oviduct. The 
pathologist reported, however, only the pres- 
ence of endometriosis of the mesosalpinx. 


One important point was evident from the 
review of the symptomatology of our study. 
There was certainly no definite relationship 
between the frequency and severity of the 
symptoms and the nature, location and ex- 
tent of the ectopic endometrium. 


Diagnosis 
In reviewing our cases, one other impor- 
tant point seems to stand out. This is shown 
in Table IV. Of the histologically proved 
instances of endometriosis, only 28 (or 27.4 
per cent) were correctly diagnosed pre-op- 
eratively. In 74 (or 72.6 per cent) of the 
patients the diagnosis of endometriosis was 
completely overlooked in the pre-operative 
differential diagnosis. 
TABLE IV 


ACCURACY OF DIAGNOSIS 
PRE-OPERATIVE 


Diagnosed 
Not diagnosed 

An error in the gross diagnosis of endo- 
metriosis at the time of surgery was also 
encountered in our series. Table V. Of the 
102 cases, only 81 were diagnosed correctly 
at surgery. Twenty-one (or 20.6 per cent) 
of the histologically proved cases were not 
recognized grossly as having endometrial 
lesions. 

TABLE V 


ACCURACY OF DIAGNOSIS 
SURGICAL 


Diagnosed 
Not recognized 


Journal of the Oklahoma Medical Association 





Most textbooks of gynecology give the im- 
pression that the clinical diagnosis of endo- 
metriosis is relatively simple. The classic 
symptoms and pelvic findings are described 
as being specific for this disease. However, 
our study and the studies made by Sinclair, 
Kelley and Schlademan have shown that the 
correct pre-operative diagnosis is very diffi- 
cult to make, since not all follow the classic 
pattern® °, 


Undoubtedly, as Crossen points out, “‘the 
bedside recognition of pelvic endometriosis 
is not as easy as might be inferred from the 
clear cut pathologic changes’’?. The difficul- 
ty in pre-operative diagnosis stems from the 
fact that extensive endometrial lesions may 
exist without subjective symptoms, and that 
the signs and symptoms when present may 
stimulate other more common diseases. 


So closely does the clinical pattern re- 
semble chronic inflammation, or a tumor 
with inflammation, that such a mistaken di- 
However, if the 
gynecologist looks beyond the one or two 


agnosis is usually made. 


most prominent symptoms, and analyzes crit- 
ically the remaining features, the true diag- 
nosis will be arrived at more frequently. 


The presence of progressively severe ac- 
quired dysmenorrhea, premenstrual pain, ab- 
normal uterine bleeding and dyspareunia 
are certainly significant. The time and char- 
acter of the pain is somewhat specific in 
that it begins premenstrually and continues 
in severity throughout the menstrual flow. 
The importance of endometriosis in relation 
to its effect on sterility is well known. Scott 
and Telinde in a recent review enumerated 
other varied symptoms which are usually not 
associated with endometriosis.'' These were: 
headaches, swollen ankles, indigestion, flank 
pain, general fatigue, rectal bleeding and 
hematuria. 


The diagnosis of endometriosis usually 
rests however, largely on the pelvic findings 
at the vagino-abdominal and rectovaginal 
examination. The presence of large adherent 
ovaries without evidence of pre-existing in- 
fection, with fixed retrodisplaced uterus, and 
with “shotty” nodules in the cul-de-sac is 
very strongly suggestive of endometriosis. 
Additional evidence may be the presence of 
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unusual pelvic tenderness out of proportion 
to the palpable lesion. 

Cystoscopic examination is of great value 
in locating the small blood cysts in the blad- 
der. Proctological and radiographic exam- 
ination of some patients with implants in 
the recto vaginal septum or the sigmoid will 
reveal a narrowing of the lumen of the 
bowel and congestion of the mucosa. The im- 
portance of the digital recto-vaginal exam- 
ination should not be overlooked. It reveals 
a lot of information and is a simple clinical 
diagnostic aid available to all. The pelvic 
endoscope or cul-de-scope will probably find 
its most valuable use in the detection and 
confirmation of endometriosis. 


The presence of additional pathology such 
as fibromyomas and/or infection together 
with endometriosis certainly precluded or ob- 
scured the pre-operative diagnosis in numer- 
ous patients of our series, and this alone 
perhaps accounts for the high percentage of 
error in diagnosis. If one considers those 
patients who are treated medically for endo- 
metriosis, where the diagnosis often is 
only presumed, the percentage of error in 
diagnosis would certainly be even much 
greater. 


One cause for error in gross pathologic 
diagnosis is the bizarre pattern of the endo- 
metrial lesions. The dense adhesions which 
are formed and the active invasion of the 
endometrial process into the walls of the in- 
volved organs certainly makes the gross di- 
agnosis rather difficult. The most common 
error in gross surgical diagnosis is the at- 
tempt to distinguish various types of hemor- 
rhagic ovarian cysts from endometrial 
cysts. Mistaken diagnoses of recto-sigmoid 
carcinoma still persist. Endometriosis is a 
benign disease with invasion potentialities 
seen only in cancer. 


It is not surprising that in Sinclair’s se- 
ries of 85 cases diagnosed grossly at surgery 
as endometriosis, only 62 per cent were prov- 
ed histologically’. The reasons for this are 
two-fold. First, there is much difficulty in 
identifying endometrial cysts histologically 
when they are distended with blood, and sec- 
ondly, the endometrial lesions may become 
obscured when the gross specimen has been 
placed in formalin or allowed to dry. The 
formalin discolors the lesions and the small 
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implants may become hidden in the wrink- 
led serosal layers. If one expects to obtain 
histological confirmation of his diagnosis, it 
is mandatory that one of the smaller areas 
involved be immediately tagged by a safety 
pin or suture. If a complete specimen cannot 
be obtained, a biopsy of the implant should 
be made and the individual lesion sent to 
the pathologist. If such a method be adopted, 
the incidence of confirmatory diagnosis of 
endometriosis will be greatly increased. 


Summary 


In summary, 102 cases of proved en- 
dometriosis are reviewed. The age _ in- 
cidence, associated pathology, previous sur- 
gery, and symptomatology closely correlated 
that encountered in previously reported se- 
ries. A high per cent of error of diagnosis 
both pre-operatively and at the time of sur- 
gery has been encountered. It is urged that 
a higher index of suspicion of endometriosis 
be cultivated in reviewing the clinical symp- 


tomatology of all gynecological problems. 
Correlation of the gross surgical pathology 
with the histological findings will be great- 
ly enhanced by close cooperation between 
the surgeon and the pathologist. 
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Synopses Requested For Annual Meeting Papers 


The dates of the 62nd Annual Meeting of 
the Oklahoma State Medical Association in 
Tulsa have been announced for Monday 
through Wednesday, May 9-11, 1955. All 
scientific sessions and commercial exhibits 
will again be at the Cimarron Ballroom. The 
House of Delegates will meet Sunday, May 
8, at the Mayo Hotel in an annual business 
meeting and election of officers. 


Dr. Bruce R. Hinson, President, has ap- 
pointed Dr. James W. Kelley of Tulsa as 
General Convention Chairman and Dr. Wal- 
ter E. Brown of Tulsa as Chairman of the 
Scientific Work Committee. All arrange- 
ments for the 1955 Annual Meeting will be 
handled through the Executive Offices of the 
Tulsa County Medical Society. 


Doctor Brown last month appealed for 
papers suitable for presentation on the scien- 
tific program. Any member of the Oklahoma 
State Medical Association interested in pre- 
senting a paper at the convention is invited 
to submit the title and a brief synopsis of 
the proposed paper to Doctor Brown, c/o 
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B-9 Medical Arts Building, Tulsa. The final 
date to submit proposed papers will be No- 
vember 30, 1954. 


“It may not be possible to use all papers 
submitted,” Doctor Brown said, “due to limi- 
tations of the program schedule, duplication 
of subject matter, and the necegsity of rep- 
resenting most specialties. However, we do 
hope that every member who has a useful 
paper will give us the opportunity of con- 
sidering it for the scientific program.” 

Although space for scientific exhibits is 
quite limited, applications for space for this 
purpose are now being received. The final 
date for such applications will also be No- 
vember 30, 1954. 


Other members of the Scientific Work 
Committee, in addition to Doctor Brown, in- 
clude Dr. E. G. Hyatt, Dr. Thomas J. Hard- 
man, Dr. Earl I. Mulmed, Dr. Wendell L. 
Smith, and Dr. James B. Thompson, all of 
Tulsa. Doctor Kelley will announce the per- 
sonnel of his convention committees in about 
30 days. 
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Special Ay ictle 


GRIEVANCE COMMITTEE 


Five years after its creation by the House 
of Delegates of the Oklahoma State Medical 
Association, the Grievance Committee has 
been given greater and more inclusive respon- 
sibilities than were originally allotted to it 
by that body. Its powers have been broad- 
ened and its method of procedure clarified. 
In general this would indicate confidence in 
the accomplishments of the Committee and 
would appear to acknowledge a need for its 
continuance. It would, moreover, suggest 


that the members of this Association are will- 
ing to accept and discharge their individual 
responsibilities in disciplinary matters on the 
rare occasions when such matters need be 
considered at the local society level. 

As it was set up in the beginning, the 


Grievance Committee was asked to handle 
complaints against physicians arising out of 
questions of fees or services or both. Now 
it is empowered to consider any complaint 
involving a member of the Association which 
is properly presented to the Committee or to 
the Association. 

Your Committee is aware that this step 
does not have the unanimous approval of the 
members. It well appreciates that some are 
naturally hesitant and fearful lest this Com- 
mittee so constituted, might go beyond its 
definite responsibilities. Others may feel that 
it is unfair for any third party to have a part 
in a controversy involving a physician-patient 
relationship. To the first group we would 
say that the Committee was established and 
its methods of procedure outlined and ap- 
proved by the House of Delegates to which 
body the Committee is responsible and before 
which its actions are subject to review. To 
that latter group we would say there are 
many instances in the experience of the Com- 
mittee where there must be an impartial third 
party in the negotiations to insure fair con- 
sideration and justice for the public and pro- 
fession alike. Where there is proper physi- 
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cian-patient relationships, Grievance Com- 
mittee matters do not occur. 

It must be remembered that the Commit- 
tee has no authority to force any member 
to take any particular course of action nor to 
discipline any member. It can only present 
the evidence revealed by its investigations 
and make its recommendations. 

The Grievance Committee, as you know, is 
composed of the five living immediate Past- 
Presidents of the Association. On the aver- 
age these men have been in the practice of 
medicine for 25 years. They represent dif- 
ferent fields of medical interests and experi- 
ence and come from various areas of the 
state. They are acquainted with many phy- 
sicians and are cognizant of varied commu- 
nity problems. After having given them the 
highest honor you can bestow, the Presidency 
of the State Medica] Association, you make it 
obligatory for each of them to serve five 
years on this Committee. This is a serious 
responsibility and one that they do not con- 
sider lightly. Individually and as a group, 
their greatest desire is for the practice of 
medicine in Oklahoma to continue on a high 
and honorable plane. 

Any signed complaint or question coming 
to the Oklahoma State Medical Association 
is entitled to consideration and a reply. This 
is an obligation which the State Association 
and its individual members owe to the public. 
Prior to the creation of the Grievance Com- 
mittee, there was no method of considering, 
investigating and disposing of complaints. 

The recent action of the House of Dele- 
gates makes it possible for the Committee to 
consider in an orderly manner and dispose 
of problems brought to its attention within 
a reasonable period of time. Furthermore, 
it provides that when a request or report of 
the Grievance Committee  (s -apparently 
ignored by the local society because of diffi- 
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culty or embarrassment at the local level, 
such a report goes automatically to the Coun- 
cil. In fairness to the public and the Profes- 
sion, these investigations should be handled 
as speedily as efficient and careful considera- 
tion will permit. 


An expressed objection to granting the 
Grievance Committee its present broader 
field of endeavor was that a physician’s repu- 
tation or his financial standing might be jeop- 
ardized by an inquisitional type of investiga- 
tion and ruthless action of the Committee. 
Such jeopardy will NOT be caused by the 
activity of the Committee, but can only be a 
result of the behavior of the physician him- 
self whose action originally provoked the 
complaint. A physician’s reputation is NOT 
to be protected above all things when utter 
incompetency, willful neglect, deceit or dis- 
honesty enters into the picture. 


Wool: Koview 


A CURRICULUM FOR SCHOOLS OF 
MEDICAL TECHNOLOGY, edited by Is- 
rael Davidson, M.D., and Kurt Stern, M.D., 
Third Edition, 1953. Published by the 
Registry of Medical Technologists of the 
American Society of Clinical Pathologists, 
Muncie, Indiana, $3.00. 


The third edition of the Curriculum is of 
primary interest to those who are responsible 
for the training of medical technologists. It 
will be of some use to technologists in prepar- 
ing for the registry examination. As in pre- 
vious editions, an attempt has been made to 
provide standards to which schools of medi- 
cal technology may be expected to conform 
in order to insure uniformity and adequacy 
of their training programs. 

Ten of the 15 chapters are devoted to the 
presentation of a basic curriculum designed 
to cover the various special fields of labora- 
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Other states are awakening to the rights 
of the patient and the public, and we can well 
be proud that Oklahoma was among the first 
to meet this need by establishing a Grievance 
Committee. It must not, it cannot fail in its 
duty. To this end we, the present members 
of the Grievance Committee, acknowledge 
that we are sobered by the additional respon- 
sibility you have laid upon us, and pledge that 
our every effort shall be towards a fair and 
impartial consideration of the problems pre- 
sented to us. Your cooperation and your 
understanding will be necessary if this Com- 
mittee is to serve its purpose in our common 
efforts. 


GEORGE H. GARRISON, M.D. 
RALPH A. MCGILL, M.D. 

L. CHESTER MCHENRY, M.D. 
A. R. Suae, M.D. 

JOHN E. MCDONALD, M.D. 


tory techniques. The remaining chapters in- 
clude a bibliography, sample examination 
questions, teaching aids, and laboratory re- 
ports (no practical suggestions are offered 
here). 


The emphasis throughout appears to be 
on the performance and technique of labora- 
tory examinations—necessary but uninspir- 
ing to the student who wishes to know why 
and how as well. As a matter of fact per- 
formance and technique improve as the indi- 
vidual is led to a realization of the meaning 
of laboratory examinations in their proper 
context of pathology and physiology. This 
holds true for the practicing technologist as 
well as the student. 


The book will be of some aid to those indi- 
viduals engaged in teaching medical tech- 
nology.—L. L. Conrad, M.D. 
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Dramamine’s Effect in Vertigo 


Dramamine has become accepted in the control 


of a variety of clinical conditions characterized by 


vertigo and is recognized as a standard 


for the management of motion sickness. 


Vertigo, according to Swartout, is primarily due* 
to a disturbance of those organs of the body that 
are responsible for body balance. When the pos- 
ture of the head is changed, the gelatinous sub- 
stance in the semi-circular canals begins to flow. 
This flow initiates neural impulses which are 
transmitted to the vestibular nuclei. From this 
point impulses are sent to different parts of the 
body to cause the symptom complex of vertigo. 

Some impulses reach the eye muscles and cause 
nystagmus ; some reach the cerebellum and skele- 
tal muscles and righting of the head results ; others 
activate the emetic center to result in nausea, 
while still others reach the cerebrum making the 
person aware of his disturbed equilibrium. Vertigo 
may be caused by a disease or abnormal stimuli of 
any of these tissues involved in the transmission of 
the vertigo impulse, including the cerebellum and 
the end organs. 

A possible explanation of Dramamine’s action 
is that it depresses the overstimulated labyrin- 
thine structure of the inner ear. Depression, 
therefore, takes place at the point at which these 
impulses, causing vertigo, nausea and similar dis- 
turbances, originate. Some investigators have 
suggested that Dramamine may have an addi- 
tional sedative effect on the central nervous system. 

Repeated clinical studies have established 
Dramamine as valuable in the control of the 
symptoms of Méniére’s syndrome, the nausea and 
vomiting of pregnancy, radiation sickness, hyper- 
tension vertigo, the vertigo of fenestration proced- 
ures, labyrinthitis and vestibular dysfunction as- 
sociated with antibiotic therapy, as well as in 
motion sickness, 

Any of these conditions in which Dramamine 
is effective may be classed as “‘disease or abnor- 
mal stimuli’’* of the tissues including the end 
organs (gastrointestinal tract, eyes) and their 
nerve pathways to the labyrinth. 

Dramamine (brand of dimenhydrinate) is sup- 
plied in tablets of 50 mg. and liquid (12.5 mg. in 
each 4 cc.), It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 
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The site of Dramamine’s action is probably in the 
labyrinthine structure. 


*Swartout, R., III, and Gunther, K.: “Dizziness:” Ver- 
tigo and Syncope, GP 8:35 (Nov.) 1953. 
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ae oy Tw lion clivities 


PRESIDENT’S LETTER 


The work of the A.M.A. committee headed by Dr. John Cline, former president of the 
A.M.A., has begun to show results. This was evidenced by an action taken by the House 
of Delegates of the American Osteopathic Association at its annual session in Toronto on 
July 15, 1954. 


It is well known that after months of extensive and comprehensive study, Dr. Cline 
submitted his committee’s report, with recommendations, to the House of Delegates of 
the A.M.A. in New York in 1953. Action was deferred and study was continued. In the 
intervening year the various states publicized and discussed the recommendations. There 
was, however, no majority opinion, and when the report was again submitted at the 1954 
session in San Francisco action was once more deferred. 


Most people felt that we should wait for signs of cooperation from the osteopathic 
organization. This apparently has taken place, for less than a month after the 1954 
A.M.A. session the American Osteopathic House of Delegates unanimously agreed that 
their committee have the authority to negotiate with the A.M.A. for the purpose of insti- 
tuting on-campus visits by committee members of the A.M.A. The immediate purpose of 
such visits is to provide information to the A.M.A. committee to assist in its efforts to 
remove the cultist designation from the osteopathic profession. This, in itself, may not 
be a terribly important step, but it seems to be one in the right direction. 











SR 
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OFFICIAL PROCEEDINGS of the HOUSE of DELEGATES 


of the 


OKLAHOMA STATE MEDICAL ASSOCIATION 


MAY 9, 1954 


Closing Session 


The closing session of the 6lst Meeting of the 
House of Delegates of the Oklahoma State Medical 
Association was called to order by the Vice-Speaker 
of the House, Keiller Haynie, M.D., Durant, at 7:30 
p.m. 

C. Riley Strong, M.D., El Reno, Chairman of the 
Credentials Committee, reported a quorum present. 

Wm. N. Weaver, M.D., Muskogee, reported for 
the Committee on Constitution and By-laws. Dr. 
Weaver read the following proposed amendment: 
‘“‘Amend Chapter [X, Page 45, by inserting, following 
the present Section 6, a new Section 7, to read as 
follows, with remaining Section 7, to be renumbered 
‘Section 8’: 

Section 7, Grievance Committee 

(a) Investigation 

The Grievance Committee shall investigate all 
complaints concerning members of this Association 
which may be received by the Association when 
such complaints are received in writing and signed 
by the individuals making such complaints. 


(b) Procedure 

The Grievance Committee shall establish its own 
procedure for handling complaints filed with it, in 
accordance with these By-Laws, and is authorized 
to make recommendations to members of this As- 
sociation complained of and to complainants in an 
effort, to adjust or dispose of cases on a fair and 
equitable basis for all concerned. 


(c) Disposal of Cases 

When the Grievance Committee is unable to ne- 
gotiate the settlement of any case pending before 
it, as a result of the refusal or neglect of the mem- 
ber of the Association concerned to comply with the 
recommendations of the Committee, it shall then 
refer the case directly to the component society of 
which the physician is a member. In so referring 
any case to a component society the Committee shall 
advise the member of such referral and shall pro- 
vide the component society with a complete copy of 
the Committee’s file and its recommendations con- 
cerning said case. 


In any instance in which a case is referred to a 
component society by the Grievance Committee and 
in which the component society does not, within 
thirty (30) days of such referral, initiate action to 
bring the matter before the component society for 
hearing, the Grievance Committee may, at its dis- 
cretion, file formal charges, before the component 
society, concerning such case and if such charges 
are not prosecuted as provided in the Constitution 
and By-laws of the component society, or within 
thirty (30) days, the Grievance Committee may then 
file charges before the Council which shall prompt- 
ly hear such charges and dispose of the case. 
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The Council shall hear charges preferred against 
members of component societies by the Griev- 
ance Committee. The Council shall establish its own 
procedure for hearing such charges, provided, how- 
ever, that in all instances, the charges against mem- 
bers of component societies shall be reduced to 
writing and the evidence presented shall be ger- 
mane to such charges. Copies of the charges shall, 
in all instances be furnished to the member of the 
component society against whom the charge has 
been preferred. The member complained of shall 
have adequate opportunity to prepare his defense 
and shall not be required to answer such charge in 
writing, although he may do so if he desires. The 
date of hearing shall in no event be less than twenty 
(20) days from the date copies of the charges are 
furnished the member complained of. Notice of at 
least ten (10) days as to the date and place of 
hearing shall be given the member complained of. 
The member against whom such charge be preferr- 
ed shall have the right to be accompanied at the 
hearing by counsel if he so desires. The Council 
shall have the right to have present counsel of its 
choice for advice and assistance during any hear- 
ing, but such counsel shall not have any vote. 

Amend Chapter IX, section 1, Page 44, by striking 
the period at the end of the section and inserting 
in lieu thereof the following words and figures: 

“And Grievance Committee.” 

Amend Chapter IX, Section 2, Page 44, by insert- 
ing before the words, ‘“‘The Committee’’ on Line l,, 
the words and figures: ‘‘(a) Committee on Annual 
Session’’, and by inserting, following the words ‘‘Sec- 
retary-Treasurer’’ on Line 2, the following words 
and figures: ‘‘(b) Grievance Committee. 

The Grievance Committee shall at all times be 
composed of the last five (5) living Past-Presidents 
of this Association. (c) All other standing commit- 
tees’’. 

Doctor Weaver moved the adoption of the amend- 
ment as read. Motion seconded. There followed a 
lengthy discussion of the amendment, in which Doc- 
tor L. C. McHenry and Dr. George Garrison, mem- 
bers of the Grievance Committee, spoke in defense 
of the Amendment and explained why it was consid- 
ered in order. The motion carried and the amend- 
ment was adopted. 

Doctor Weaver read the following amendment: 

‘“‘Amend Chapter 1, Section 3, Subsection (b) line 
13, Page 38, by striking, following the words, “con- 
sideration to the’’, the remaining words and figures: 
“Council and approved by the Council at a meeting 
prior to the Annual Session.”’ 

Note: This Amendment eliminates a temporary 
provision for waiving the five year membership re- 
quirement for all applicants whose applications for 
Honorary Membership were filed before January 1, 
1952.”’ 


Journal of the Oklahoma Medical Association 











V 














‘‘Amend Chapter 1, Section 3, Subsection (e) Page 
39, Line 9, by striking after the word “Council’’, 
and before the word “before”, the following words 
and figures: 

“at least ninety (90) days 

“Amend Chapter 1, Section 3, Subsection E, page 
39, Line 13, by striking, following the word “Council”, 
the remaining words and figures in that paragraph 
and inserting in lieu there of a period.’’ 

Doctor Weaver moved the adoption of these 
amendments. Motion seconded. The Speaker called 
for a discussion. Following the discussion the ques- 
ticn was voted on, and the motion carried. 

This concluded the report of the Committee on 
Constitution and Bylaws. 

Joe Duer, M.D., Woodward, addressed the chair, 
was recognized and given permission to speak. 

Doctor Duer advised that as the Association’s 
representative at the recent meeting of the Ameri- 
can Medical Education Foundation, he would like to 
discuss with the House some of the factors involved. 
Doctor Duer explained the purpose and the work- 
ings of the Foundation as compared with the Na- 
tional Medical Education Foundation, gave informa- 
tion as to what Oklahoma’s medical school has re- 
ceived from the Foundation and what our State has 
contributed. In conclusion Doctor Duer advised that 
if the recommendation of the Council was adopted, 
some provision could and should be made to stimu- 
late the contributions. 

The Speaker, Doctor Haynie, reread that portion 
of the Council Report concerning the American Med- 
ical Education Foundation. Doctor Haynie asked for 
a motion to re-affirm or reject this recommenda- 
tion. 

Marshall O. Hart, M.D., moved, ‘“‘That we reaf- 
firm the Council’s recommendation relative to the 
American Medical Education Foundation.’’ Motion 
seconded and carried. 

The next item of business was the report of the 
Resolutions Committee 

Doctor Malcolm Phelps first read the following 
Report: 

“Your Resolutions Committee has considered four 
resolutions with regard to the same subject. These 
four resolutions were presented by the Oklaho- 
ma State Radiological Society, the Oklahoma State 
Association of Pathologists, the Oklahoma Society of 
Anethesiologists and the Oklahoma County Medical 
Society. 

These four resolutions deal with the legal prin- 
ciples of the practice of medicine by hospitals and 
or corporations. 

Your Committee considered these four resolutions 
as they pertain to the practice of medicine and pre- 
paid medical care plans including both non-profit 
and commercial companies. It was your Commit- 
tee’s opinion that predicated on information it had 
previously received from a report from the Attorney 
General of the State of Iowa requested by the Iowa 
State Board of Medical Examiners on this same 
question, that it is your Committee’s recommenda- 
tion that the Oklahoma State Medical Association re- 
quest the Oklahoma State Board of Medical Examin- 
ers to secure from the Attorney General of the State 
of Oklahoma an opinion as to whether or not the 
practice of the specialties of Anesthesiology, Pa- 
thology, Radiology or any other branch of medicine 
wherein a payment is made by a third party, other 
than to the physician rendering the services, should 
be considered a violation of the Medical Practice 
Act of the State of Oklahoma. 
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Your Committee has also considered the recom- 
mendation by the Oklahoma State Associations of 
Anesthesiology, Pathology, and Radiology, that a 
Physician Hospital Committee be appointed by the 
Oklahoma State Medical Association. 

Your Committee feels that this Committee should 
include in addition to the three above named groups 
the inclusion of representatives of the insurance 
field. 

In view of the above, your Committee recom- 
mends to the House of Delegates that the Public 
Policy Committee create as a Sub-Committee a 
Committee to be known as the Physician-Hospital 
and Prepaid Insurance Committee. 

Your Committee further recommends that the 
Delegates to the American Medical Association be 
instructed to re-affirm the previous actions of the 
American Medical Association with regard to Phy- 
sician Hospital and Prepaid Insurance Plans.” 


RESOLUTION 
Oklahoma County Medical Society 
Oklahome City, Okle. 

WHEREAS, Health insurance has enjoyed accept- 
ance by the public and the medical profession as 
among the desirable methods of helping defray the 
costs of health care; and 

WHEREAS, the members of the American Med- 
ical Association, State and County Medical Societies 
are bound by the principles and code of ethics of 
the American Medical Association; and 

WHEREAS, the health contracts of the packing 
industry do not permit free choice of physicians, and 

WHEREAS, these contracts distinctly restrict pro- 
fessional services in radiology, pathology, anesthesi- 
ology and physiatry, to services only ‘‘when render- 
ed by salaried employee of a hospital’, and 

WHEREAS, these contracts exclude such profes- 
sional services when rendered by a physician in his 
office or a physician conducting a private practice 
of these specialties in a hospital on a fee for service 
basis, and 

WHEREAS, such influences undermine the private 
practice of medicine and especially of these special- 
ties referred to in these contracts, 

THEREFORE, BE IT RESOLVED, that the Okla- 
homa County Medical Society go on record as being 
opposed to such restrictions in the practice of these 
specialties as outlined in the health contracts of the 
packing industry. And that this resolution be sub- 
mitted to the meeting of the House of Delegates at 
the next meeting of the Oklahoma State Medical 
Association, so that proper opposition to this en- 
croachment on the practice of medicine be formulat- 
ed to correct the present injustices and prevent 
future recurrence or spread of such abuses, and 

FURTHER BE IT RESOLVED, that our delegates 
be instructed to bring this matter to the attention 
of the House of Delegates of the A.M.A. at its next 
meeting and take whatever steps that may be neces- 
sary to curb such practices which infringe on the 
private practice of medicine.”’ 


RESOLUTION 
“To the Council: 

Be it resolved that the Oklahoma Association of 
Pathologists in official meeting, March 14, 1954, have 
unanimously agreed upon certain basic principles 
concerning the practice of pathology. 

1. Since the American Medical Association 

recognized pathology as the practice of medi- 

cine, we request that you initiate action by 
the American Medical Association to bring 
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about approval and acceptance of this prin- 
ciple by the American Hospital Association 
and similar hospital organizations. 
2. This acceptance by the hospital association 
should specifically accord a pathologist all 
right and privileges extended to other practi- 
tioners of medicine. 
3. These privileges include the right to render 
pathology services on a fee-for-service basis. 
In accordance with the American Medical 
Association principles regarding consultations 
and doctor-patient relationship, the fee-for- 
service should be a direct transaction between 
the pathologist and the patient. 
4. All pre-payment insurance contracts should 
conform to these principles. 
5. For the execution of these principles and 
for the protection of the entire medical pro- 
fession, there should be created physician- 
hospital relationship committees on national, 
state, and local levels.’”’ 

James P. Dewar, M.D., Secretary 

Oklahoma Association of Pathologists 


RESOLUTION 


WHEREAS, the practice of radiology, pathology, 
and anesthesiology has been repeatedly defined as 
the practice of medicine by the House of Delegates 
of the American Medical Association; and 

WHEREAS, radiologists, pathologists, and anes- 
thesiologists are licensed practitioners of medicine 
in the State of Oklahoma; and 

WHEREAS, radiologists, pathologists, and anes- 
thesiologists are members of their county and state 
medical societies; and 

WHEREAS, as members of these societies they 
are bound by the same code of ethics as all other 
physicians who are members of these societies; and 

WHEREAS, the Oklahoma State Medical Associa- 
tion has not previously defined pathology and anes- 
thesiolagy as the practice of medicine; 

THEREFORE, BE IT RESOLVED, that the Okla- 
homa State Medical Association does hereby recog- 
nize pathology, radiology, and anesthesiology as the 
practice of medicine.’’ 


Respectfully submitted by 

Walter E. Brown, M. D. (Signed) 
President 

Oklahoma State Radiological Society 


Emil E. Palik, M.D. (Signed) 
Chairman of Legislative Committee 
Oklahoma Association of Pathologists 


H. B. Stewart, M.D. (Signed) 
Chairman of Legislative Committee 
Oklahoma Association of Pathologists 


H. B. Stewart, M.D. (Signed) 
Chairman of Legislative Committee 
Oklahoma Society of Anesthesiologists 


RESOLUTION 


Requesting the Appointment of a Committee or 
Subcommittee on Physician-Hospital Relationship 


WHEREAS, in the practice of medicine, there are 
various problems confronting physicians and hos- 
pitals in their relations one with another, and 

WHEREAS, in an effort to avoid misunderstand- 
ings between physicians and hospitals, the Ameri- 
can Medical Association has recommended to its 
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component societies that a committee or subcom- 
mittee on physician-hospital relationships be appoint- 
ed, and 
WHEREAS, there is need in the State of Oklaho- 
ma for such a committee 
THEREFORE BE IT RESOLVED, that there be 
appointed by the Oklahoma State Medical Associa- 
tion or by its officers a committee or subcommittee 
on physician-hospital relationships, the number of 
members of which committee and its personnel to 
be determined by the president in conformity with 
the provisions of Section 7, Chapter IX of the By- 
laws. 
Respectfully submitted by, 
Walter E. Brown, M.D., (Signed) 
President 
Oklahoma State Radiological Society 


Emil E. Palik, M.D., (Signed) 
Chairman of Legislative Committee 
Oklahoma Association of Pathologists 


H. B. Stewart, M.D. (Signed) 
Chairman of Legislative Committee 
Oklahoma Society of Anesthesiologists 

Doctor Phelps moved the adoption of this Section 
of the report. Motion seconded and carried. 

Next, Doctor Phelps read a Resolution from the 
Tulsa County Medical Society. He advised that the 
Committee recommended the adoption of this Reso- 
lution with the following stipulation: ‘‘That dues to 
the A.M.A. must also have been paid by the physi- 
cian who is reciprocating,” and so moved. Motion 
seconded and carried. The Resolution as adopted was 
as follows: 


RESOLUTION 


WHEREAS, it has come to the attention of the 
Tulsa County Medical Society that the Oklahoma 
State Medical Association has no provisions where- 
by physicians transferring their membership from 
another state membership dues paid during the cur- 
rent year to the state Medical association from 
which the transferring physician comes, and 

WHEREAS, most state medical associations have 
a reciprocal policy whereby such credit is given, 

NOW, THEREFORE BE IT RESOLVED: That 
any physician transferring to the Oklahoma State 
Medical Association from another state Medical 
association, who shall give evidence of having paid 
his state membership dues in full for the current 
year to the state medical Association from which 
he comes, and to the A.M.A., shall not be required 
to pay dues to the Oklahoma State Medical Associa- 
tion for the balance of the current year, and 

BE IT FURTHER RESOLVED: That the Coun- 
cil shall have the authority to make regulations gov- 
erning the application and enforcement of this resolu- 
tion as a guide for the Executive Offices. 

Respectfully submitted by the Tulsa County Medi- 
cal Society, May 9, 1954, at the direction of and with 
the approval of the membership.”’ 

Doctor Phelps next read the following section of 
the Report of the Committee: 

“Your Committee considered certain communi- 
cation sent to the Oklahoma State Medical Associa- 
tion by certain civic organizations with reference to 
the closing of certain Indian Hospitals in the State. 


Your Committee feels that this subject has been 
adequately covered by previous action of the Council 
of the Oklahoma State Medical Association.” 
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Doctor Phelps moved that this section of the re- 
port be adopted. Motion seconded and carried. 


Doctor Phelps moved the adoption of the Report 
of the Resolutions Committee as a whole. Motion 
seconded and carried. 


The next item of business was the election of Of- 
ficers. The Speaker read the slate of nominees and 
called attention to the fact that they had all been 
nominated without opposition. I. W. Bollinger, M.D., 
Henryetta, moved: ‘That all of the nominees be 
elected by acclamation’’. Motion seconded and car- 
ried: The following officers were elected: 


President Elect — R. Q. Goodwin, M.D., Oklaho- 
ma City 
Delegate to the A.M.A. for two years James 
Stevenson, M.D., Tulsa 
Alternate Delegate to the A.M.A. for two years 
E. H. Shuller, M.D., McAlester 
Vice-President — Clifford Bassett, M.D., Cushing 
Speaker of the House of Delegates Clinton Galla- 
her, M.D., Shawnee 
Vice-Speaker of the House of Delegates Keiller 
Haynie, M.D., Durant 
District 2 
Councilor—E. C. Mohler, M.D., Ponca City 
Vice-Councilor—Glen McDonald, M.D., Pawhuska 
District 5 
Councilor—A. L. Johnson, M.D., El Reno 
Vice-Councilor—Ross Deputy, M.D., Clinton 
District 8 
Wilkie Hoover, M.D., Tulsa 
Vice-Councilor—Wendell L. Smith, Tulsa 
District 10 
Councilor—Paul Kernek, M.D., Holdenville 
Vice-Councilor—cC. D. Lively. M.D., McAlester 
District 41 
Councilor—A. T. Baker, M.D., Durant 
Vice-Councilor—Thomas E. Rhea, M.D., Idabel 
District 14 
Councilor—J. B. Hollis, M.D., Mangum 
Vice-Councilor—R. R. Hannas, M.D., Sentinel 
District 6 


Councilor—Elmer Ridgeway, M.D., Oklahoma City 
Vice-Councilor—P. E. Russo, M.D., Oklahoma City 


Louis Ritzhaupt, M.D., Guthrie, moved that the 
Council Report be accepted by the House of Dele- 
gates. Motion seconded and carried. 

There being no further business, the meeting was 
adjourned. 

Reported By: Mary O’Leary 


Film Catalog Available 


The revised catalog of medical and health 
films now available from the American Medi- 
cal Association’s Committee on Medical Mo- 
tion Pictures may be obtained on request. The 
booklet gives brief descriptions of more than 
100 films. 
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Something NEW 
is Cooking 


ON ee 


MORE INSURANCE NOW AVAUABLE 


“think! HOW THESE AMOUNTS 


WOULD HELP IN PAYING ESTATE TAXES IN 
CASE YOU ARE ACCIDENTALLY KILLED... 





SPECIFIC BENEFITS a tso For Loss OF siGHrT, 


LIMB OR LIMBS FROM ACCIDENTAL INJURY 


HOSPITAL INSURANCE a so For our 


MEMBERS AND THEIR FAMILIES 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 
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A. M. A. Transactions Reveal State and County 
Society Study of Former Controversies 


Fee splitting, osteopathy, closed panel 
medical care plans, veterans’ medical care and 
the training of foreign medical school gradu- 
ates were among the major subjects of dis- 
cussion and action during the sessions of the 
House of Delegates at the 103rd Annual Meet- 
ing of the American Medical Association held 
June 21-25 in San Francisco. Delegates pre- 
sented formalized opinions showing study of 
issues by their state and county societies. 

Named president-elect was Elmer Hess, 
M.D., Erie, Pa., who had been serving as a 
member of the House of Delegates and as 
Chairman of the Council on Medical Service. 
Walter B. Martin, M.D., Norfolk, Va., took 
office as president during the San Francisco 
meeting. 

Summary of the action taken by the House 
is as follows: 


Fee Splitting 
“ |... The Judicial Council is still of the 
opinion that when two or more physicians 
actually and in person render service to one 
patient they should render separate bills. 


“There are cases, however, where the pa- 
tient may make a specific request to one of 
the physicians attending him that one bill 
be rendered for the entire services. Should 
this occur it is considered to be ethical if the 
physician from whom the bill is requested 
renders an itemized bill setting forth the 
services rendered by each physician and the 
fees charged. The amount of the fee charged 
should be paid directly to the individual phy- 
sicians who rendered the services in question. 

“Under no circumstances shall it be consid- 
ered ethical for the physician to submit joint 
bills unless the patient specifically requests 
it and unless the services were actually ren- 
dered by the physicians as set out in the bill.” 

Osteopathy and Medicine 

“The justification or lack of justification 
of the ‘cultist’ appellation of modern osteo- 
pathic education could be settled with final- 
ity and to the satisfaction of most fair- 
minded individuals by direct on-campus ob- 
servation and study of osteopathic schools. 
The Committee, therefore, proposed to the 
Conference Committee of the American Os- 
teopathic Association that it obtain permis- 
sion for the Committee for the Study of Rela- 
tions between Osteopathy and Medicine to 
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visit schools of osteopathy for this purpose.” 
Closed Panel Plans 
The House of Delegates adopted the report 
of the reference committee recommending 
that the House of Delegates request the Judi- 
cial Council to . . . investigate the relations 
of physicians to prepaid medical care plans 
and render such interpretations of the Prin- 
ciples of Medical Ethics as the Council deems 
necessary, and report to the House of Dele- 
gates not later than the next annual meeting. 
Veterans’ Medical Care 
“Tt is the opinion of the Committee that the 


time is at hand when the American Medical 
Association and its component societies 
should go all out in preventing the unscien- 
tific determination of service-connected dis- 
abilities, by legislative presumption, and that 
we respectfully request that copies of these 
resolutions be transmitted to the Congress 
of the United States and other appropriate 
federal agencies.” 
Foreign Medical Graduates 

Much of the time in the hearings of the 
Reference Committee on Medical Education 
and Hospitals was devoted to the evaluation 
of graduates of foreign medical schools. It 
was evident that not only the medical school 
education of many of these graduates is en- 
tirely inadequate, but their preliminary and 
premedical education falls far below the 
standard of this country. Further study was 
advised and report is to be made at the 1954 
Interim Session. 

Registration of Hospitals 

The House approved discontinuing Regis- 
tration by the Council on Medical Education 
and Hospitals and recommended this service 
be transferred to the Joint Commission on 
Accreditation of Hospitals. 

Addresses 

Edward McCormick, M.D., outgoing Presi- 
dent, advised the profession to be realistic 
in the matter of fees and to adopt average fee 
schedules in local areas. 

Doctor Martin stressed the necessity of 
increasing the availability of hospital services 
to a greater number of people by more equit- 
able financing of these services. He advised 
physicians to take a more active part in civic 
affairs and in problems affecting public wel- 
fare. 
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is it, Doctor, that one filter cigarette 
gives so much more protection than 
any other? 





d 
" The answer is simply this: Among today’s nine 
brands of filter cigarettes, KENT, and KENT alone, 
; has the Micronite Filter ...made of a pure, dust-free 
4 material that is so safe, so effective it has been selected 
to help filter the air in hospital operating rooms. 
In continuing and repeated impartial scientific 
3 tests, KENT’s Micronite Filter consistently 
n proves that it takes out more nicotine and tars 
e than any other filter cigarette, old or new. 
7 And yet, with all its superior protection, KENT’s 


Micronite Filter lets smokers enjoy the full, satisfy- crcanerres 


ing flavor of fine, mellow tobaccos. : os 
~ , rt ~— 
- For these reasons, Doctor, shouldn’t KENT be the ie 

Cc choice of those who want the minimum of nicotine 


and tars in their cigarette smoke? 


Xe 


AND “MICRONITE” ARE REGISTERED TRADEMARKS OF P. LORILLARD COMPANY 












. the only cigarette with the 
MICRONITE FILTER 






for the greatest protection in cigarette history 





Deaths 


LEWIS J. MOORMAN, M.D. 
1875-1954 

Lewis J. Moorman, M. D., Oklahoma City, 
editor of the Journal since 1938, died August 
2 in an Oklahoma City hospital. 

Because of his long and active service as 
editor of the Journal and many other con- 
tributions to the profession, the October is- 
sue of the Journal will be dedicated to Doctor 
Moorman and complete biographical infor- 
mation will appear in that issue. 


GEORGE W. BAKER, M.D. 
1873-1954 

George W. Baker, M.D., pioneer Walters 
physician, died July 15 following an extended 
illness. 

Doctor Baker was born June 10, 1873, at 
Sneed, Ala. He received his medical educa- 
tion in Atlanta, Georgia, and practiced more 
than 50 years in Alabama, Oklahoma and 
Texas. 

Survivors include Mrs. Baker and six chil- 
dren. 


T. F. RENFRow, M.D. 
1871-1954 

T. F. Renfrow, M.D., long-time Noble 
county physician, died July 8 in a Little Rock 
hospital. 

Doctor Renfrow made the run at the open- 
ing of the Cherokee Strip September 16, 
1893, and homesteaded between Garber and 
Billings. Later he moved to White Rock but 
moved back to Billings later. He left Billings 
about 10 years ago to enter the Arkansas hos- 
pital. 


H. A. STALKER, M.D. 
1871-1954 

H. A. Stalker, M.D., Pond Creek physician 
for 50 years, died July 18 after several 
months’ illness. 

Doctor Stalker was born at Durant, IIL, 
September 14, 1871. After completing his 
medical education, he practiced for seven 
years at Fitgerald, Georgia, coming to Pond 
Creek about 1903. 

He was active in medical organizations and 
in his hobby, trap shooting, in which he had 
received many local and national honors. 
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S. W. Surgical Congress 
To Meet in Oklahoma City 


The Sixth Annual Meeting of the South- 
western Surgical Congress will be held in 
Oklahoma City September 20-21-22 at the 
Skirvin Hotel. 

Registration will be 1:00-4:00 p.m., Sun- 
day, September 19, and 8:00 a.m. to 5:00 p.m. 
each day of the meeting. 

Twenty-seven scientific papers will be pre- 
sented. Round table luncheons will be held 
each day. 

Guest speakers will be John M. Waugh, 
A.B., M.D., M.S., Professor, Mayo Founda- 
tion ; Staff, St. Mary’s and Colonial Hospitals, 
Rochester, Minn.; Alton Ochsner, B.A., M.D., 
Se.D., School of Medicine, Department of 
Surgery, Tulane University of Louisiana, 
New Orleans; and Zeph J. R. Hollenbeck, 
B.A., M.D., Professor of Obstetrics and Gyne- 
cology, Ohio State University, Columbus. 


Complete information concerning the pro- 
gram may be obtained from the central office 
of the Congress, 207 Plaza Court Building, 
Oklahoma City 3, Okla. 


C. R. Rountree, M.D., Oklahoma City, is 
secretary of the Congress. 


Annual Seminar Held at McAlester 


The annual “Clinical and Cancer Sym- 
posium” was held Sunday, August 8, at the 
McAlester Clinic. 


Speakers and their topics were as follows: 
Thurman Shuller, M.D., “Rectal Bleeding 
in Infants;” B. T. Galbraith, M.D., “Surgery 
in Patients with Heart Disease;” F. D. 
Switzer, M.D., “Retinal Manifestations of 
Vascular Sclerosis;’ S. L. Norman, M.D., 
“Management of Diabetics;” A. R. Stough, 
M.D., “Carcinoma of the Prostate;” H. C. 
Wheeler, M.D., “Pressure Transfusions;” 
C. K. Holland, M.D., “Demonstration of 
Gastroscope ;” George M. Brown, Jr., M.D., 
“Carcinoma of the Lower Gastro-intestinal 
Tract ;” and Bruce H. Brown, M.D., “Diag- 
nostic Procedures.” The seminar was con- 
cluded with a tour of the clinic conducted by 
John A. Rowland, Business Manager. 
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& TABLETS VERILOID 


VERTLOD 


A POTENT, NOTABLY SAFE 
HYPOTENSIVE 


Veriloid, the alkavervir extract of the hypotensive princi- 
ples fractionated from Veratrum viride, presents these 
desirable properties in the management of hypertension. 


Uniform potency and constant phar- 
macologic action assured by biologic 
assay .. 


Blood pressure lowered by centrally 
mediated action; no ganglionic or 
adrenergic blocking, therefore virtu- 
ally no risk of postural hypotension . . 


Cardiac output not reduced; no tachy- 
cardia .. 


Cerebral blood flow not decreased... 


Renal function unaffected . . 





SOLUTION 
INTRAVENOUS 


Tolerance or idiosyncrasy rarely de- 
velops; hence Veriloid is well suited to 
long-term use in severe hypertension. . 


Notably safe ...no dangerous toxic 
effects ...no deaths attributed to 
Veriloid have been reported in over 
five years of broad use in literally 
hundreds of thousands of patients . . 


Side actions of sialorrhea, substernal 
burning, nausea and vomiting (due to 
overdosage) are readily overcome 
and avoided by dosage adjustment. 


SOLUTION 





INTRAMUSCULAR 





Supplied in 2 mg. and 3 mg. slow- 
dissolving scored tablets, in bot- 
tles of 100. Initial daily dosage, 
8 or 9 mg., given in divided doses, 
not less than 4 hours apart, pref- 
erably after meals. 


For prompt reduction of critically 
elevated blood pressure in hyper- 
tensive emergencies. Extent of 
reduction is directly within the 
physician’s control. In boxes of 
six 5 cc. ampuls with complete 
instructions. 


LABORATORIES, INC. 
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For maintenance of reduced blood 
pressure in critical instances, and 
for primary use in less urgent 
situations. Single dose reaches 
maximum hypotensive effect in 
60 to 90 minutes, lasts 3 to 6 
hours. Boxes of six 2 cc. ampuls 
with complete instructions. 


Los Angeles 48, California 
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BILL J. SIMON, M.D., Perry, left recently 
for active duty with the army. He reported 
to Fort Sam Houston. 

ORVILLE HOLT, M.D., has established his 
practice in Claremore. 

BAILEY LEON DIETRICH, M.D., University 
of Oklahoma School of Medicine graduate, 
has joined CARL HALLFORD, M.D., in practice 
in Boise City at the Hall Memorial Clinic. 

J. R. HENKE, M.D., formerly of Hydro, has 
moved to Oklahoma City and is taking a resi- 
dency at University Hospital. 

JAMES T. BoaG, M.D., formerly of Shawnee, 
and LAWRENCE E. THOMPSON, M.D., a gradu- 
ate of the University of Oklahoma who has 
just completed a residency at Ann Arbor, 
Mich., have joined JACK C. MILEHAM, M.D., 
in his new clinic at Chandler. 

WILLIAM ISHMAEL, M.D. and RICHARD 
PAYNE, M.D., both of Oklahoma City, pre- 
sented a symposium “Collagen Disorders, 
Especially Rheumatoid Arthritis” before the 
Lubbock-Crosby County Medical Society, 
Lubbock, Texas, July 6. 

ANCEL EARP, JR., M.D., has joined the 
LeRoy Long Clinic, Oklahoma City. 

EMIL PALIK, M.D. and IRON H. NELSON, 
M.D. announced the opening of the Palik- 
Nelson Laboratory in Tulsa. 

L. I. Jacoss, JR., M.D., 1953 graduate of 
the University of Oklahoma School of Medi- 
cine, has joined the staff of the Henryetta 
Hospital. 

C. W. ROBERTSON, M.D., Chandler, spoke to 
the Lions club of that city recently on his 
voyages to South America as ship doctor. 

C. B. PINKERTON, M.D., 1953 graduate of 
the University of Oklahoma School of Medi- 
cine, has joined W. R. BYNUM, M.D., in Pryor. 

KIEFFER DAVIS, M.D., Bartlesville, will give 
two papers at the Industrial Health Confer- 
ence to be held in Houston September 23. 

JOHN FLoypD, M.D., has opened his office 
in Comanche. 

LLoYyD JuDD, M.D., Pawnee, has joined 
JOHN G. ROLLINS, M.D., Prague, in the Rol- 
lins Clinic. 
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HEARING is their business! 


These are the Audivox Hearing Aid Dealers who 
serve you in Oklahoma. Audivox dealers are 
chosen for their competence and their interest 
in your patients’ hearing problems. 


MUSKOGEE 

Muskogee Hearing Center 
515 Metropolitan Building 
Tel: 3603 

OKLAHOMA CITY 
Audivox of Oklahom City 
311 North Robinson 

Tel: Forest 5-4266 
OKLAHOMA CITY 
Hearing Service of Oklahoma 
802 Medical Arts Building 
Tel: Forest 5-0911 

TULSA 

Tulsa Hearing Center 
415 South Boston Street 
Tel: Tulsa 4-8788 
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Medicolegal Institute Held 


Attendance at the first Medicolegal In- 
stitute held at the University of Oklahoma 
July 8-9 was attended by 169 persons, 31 


of whom were physicians. 


Members of the Oklahoma State Medical 
Association appearing on the program were: 
Hayden H. Donahue, M.D., State Director 
of Mental Health; Harold B. Witten, M.D., 
Superintendent, Central State Hospital, Nor- 
man; Frank Adelman, M.D., Superinten- 
dent; Western State Hospital, Fort Supply; 
John Meyer, M.D., Director of Research and 
Education, Central State Hospital, Norman; 
E. F. Lester, M.D., Oklahoma City; Howard 
Hopps, M.D., Oklahoma City; R. Q. Good- 
win, M.D., Oklahoma City, Sterling T. 
Crawford, M.D., Oklahoma City; Howard 
B. Shorbe, M.D., Oklahoma City; and Wil- 
liam Schottstaedt, M.D., Oklahoma City. 
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pedigree 


Only a flawless pedigree — a long and illus- 
trious ancestry of purebreds — can produce 
a champion show dog. 


Only audivox in the hearing aid field can trace an an- 
cestry that includes both Western Electric and Bell Tel- 
ephone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Bell, 
which were furthered by the development of the hearing 
aid at Bell Telephone Laboratories, brought to fruition 
by Western Electric and audivox engineers. 


Pedigreed in its field, audivox successor to Western 
Electric Hearing Aid Division, brings the boon of better 
hearing, and its enrichment of living, to thousands. With 
the magical modern transistor, with scientific hearing 
measurement and scientific instrument-fitting, serviced 
by a nation-wide network of professionally-skilled deal- 
ers, audivox moves forward today in a proud tradition. 

O THE DOCTOR: Send your patient with a hear- 
ing problem to a career Audivox and Micronic 

! chosen for his interest, integrity and abil 

ity. There is such an Audivox dealer in every 


‘ 


major ty from coast to coast 


>€ 
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Successor to M@SSern FJOCIIC Wearing Aid Division 


123 Worcester St., Boston, Mass. 


The Pedigreed Hearing Aid 
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